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support the hypothesis that Caucasians 
experienced more neurological complica-
tions from syphilis, whereas African 
Americans were more prone to cardiovas-
cular damage.8  The subjects of the study, 
who were mostly illiterate sharecroppers, 
were not informed about the disease they 
were suffering from and were denied 
available treatment.9   By the end of the 
experiment, numerous men and their 
families died from syphilis and its related 
complications.  Since then, perceived ge-
netic differences among races have been 
proven scientifically unfounded.   Much of 
society, however, still treats race as a ge-
netically unique health indicator.10 
Genetic information challenges tradi-
tional conceptions of health, disease, and 
medical abnormalities. For a long time, 
lactose intolerance was thought to be a 
genetically abnormal state.11  Research in 
different populations, however, revealed 
that the ability to metabolize lactose was 
the result of mutations that were under 
strong selective pressure in countries 
where domestication of animals led to 
increased dairy consumption.12  Thus, 
disease susceptibility is not always dictated 
by genetic traits, but rather by an interac-
tion between genes and environment.  
Although environment clearly plays a 
significant role in health status, the view 
(„GINA‟s Impact,‟ Continued on page 7) 
ing the fear of discrimination and in pro-
hibiting its actual practice in employment 
and health insurance.‖2  The employment 
provision of GINA amends Title VII of 
the Civil Rights Act of 1964 (Title VII) 
which originally prohibited employment 
discrimination based on race, color, relig-
ion, sex, or national origin.3  GINA 
strengthens Title VII by prohibiting ge-
netic discrimination in employment deci-
sions including hiring, firing, job place-
ment, and promotions.4  GINA‘s impact, 
on minority communities, however, will be 
hard to predict, and it‘s power to protect 
genetic information must be challenged 
before it can be evaluated.5 
The field of genetics research is re-
garded with wariness and mistrust among 
many racial and ethnic minority groups.6  
Vulnerable groups have historically been 
subjected to human rights offenses in the 
name of scientific research.  In the Tuske-
gee syphilis study, which took place be-
tween 1932 and 1972, the U.S. Public 
Health Service conducted an experiment 
on 339 African American men who were 
infected with syphilis.7  Even at the time of 
the Tuskegee study --  eighty years before 
the enactment of GINA --  the notion of 
genetic determinism, or the idea that genes are 
solely responsible for behavioral and 
physical characteristics, was a topic of de-
bate.  The study was conducted in order to 
on a parent‘s tax return, who are not stu-
dents, and who are married.3  The breadth 
of this reform mandate highlights the pol-
icy concern behind extending coverage to 
this age group.   
(„Forgotten Youth,‟ Continued on page 6) 
people have been a group of particular 
concern, with one in three 19 to 34-year-
olds currently uninsured, and forty-seven 
percent of this population having gone 
without insurance in the past.2  One way 
PPACA addresses this disparity is through 
a provision that allows dependents under 
the age of twenty-six to remain on their 
parents‘ insurance plan.  Moreover, 
PPACA‘s coverage extension includes sub-
groups within this age range that tradition-
ally are not eligible for coverage under 
their parents‘ health care insurance.  For 
example, the coverage mandate includes 
dependents who no longer live with their 
parents, who are not listed as dependents 
Examining  Its Impact on  
Unintended Consequences Mi-
nority Communities and   
Criminal Justice 
Melody Hsiou 
melody.hsiou@student.shu.edu 
In May of 2008, Congress passed 
The Genetic Information Nondiscrimina-
tion Act of 2008 (GINA).  Heralded by 
its supporters as the first civil rights act of 
the 21st century, GINA, P.L. 110-233, 
prohibits United States insurance compa-
nies and employers from discriminating 
on the basis of genetic information.  
GINA took effect on November 21, 
2009, and is meant to advance the field of 
genetic research by alleviating public fear 
that health insurers or employers might 
use DNA information to discriminate.1 
The implementation of GINA may face 
many legal, social, and ethical challenges. 
This article will focus on GINA‘s poten-
tial impact on minority communities in 
the U.S. and, specifically, how it might 
affect minorities in the criminal justice 
system.  
GINA states that ―many genetic 
conditions and disorders are associated 
with particular racial and ethnic groups 
and gender‖ and that ―Congress clearly 
has a compelling public interest in reliev-
The Need to Expand Health 
Coverage for Youth Aging Out 
of Foster Care  
Anne Collart 
anne.collart@student.shu.edu 
Following much political debate and 
discussion, the Patient Protection and 
Affordable Care Act (PPACA) and the 
Health Care and Education Reconcilia-
tion Act were signed into law in March of 
this year.1  One of the chief aims of the 
health care reform was to increase insur-
ance coverage across the country.  Young 
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An Evaluation of H.R. 4247 
Stephanie Kozic 
stephanie.kozic@student.shu.edu 
“The grainy video shows a fourteen-year-old 
boy being dragged on his hands and knees down 
a hall and then pushed into a dark room.  In 
the process, his father says, his finger was 
slammed in the door and broken.  Surveillance 
video reveals dark spots on the wall of the seclu-
sion room that the family‟s attorney says are 
blood.  [The boy‟s father] says his son has au-
tism and is nonverbal.  The teenager couldn‟t 
complain about the treatment….”1 
Cedric, age twelve, was in foster care be-
cause his parents had neglected him, and physi-
cally and emotionally abused him and his sib-
lings.  Their parents had underfed and withheld 
food from them.  When the foster parent enrolled 
Cedric at the school, she informed the admini-
stration that withholding food was traumatic for 
him.  Because he had “stopped working” at 
11:00 one morning, Cedric was placed on de-
layed lunch.  By 2:30 p.m., he still had not been 
allowed to eat and got up to leave the classroom.  
Cedric refused to sit in his chair.  The teacher 
then forced Cedric into his chair but was unable 
to restrain him, so the teacher “put him face down 
[on the floor] and sat on him.”  He struggled and 
repeatedly told the teacher he couldn‟t breathe.  A 
short time later he stopped speaking and moving.  
When Cedric was placed back into his chair, he 
“slumped over and slipped onto the floor.”  Para-
medics were called, but were unable to revive 
Cedric.  This scene was witnessed by Cedric‟s 
classmates.2 
 
On March 3, 2010, the U.S. House of 
Representatives approved H.R. 4247, The 
Keeping All Students Safe Act (―the 
Act‖), to protect children from 
―inappropriate‖ uses of restraint and se-
clusion in school.3  The legislation was 
developed in part as a result of a report 
issued in 2009 by the Government Ac-
counting Office (GAO) that uncovered 
evidence that hundreds of children had 
been ―traumatized or physically harmed‖ 
as the result of being restrained or se-
cluded.4  The bill passed by a vote of 262 
to 153,5 with the opposition primarily 
arguing that the legislation was a ―federal 
intrusion into school affairs traditionally 
overseen by state and local authorities.‖6  
Currently, there are no federal regulations 
that relate to restraints and seclusions in 
public and private schools,7 and state laws 
and regulations on this topic ―vary 
widely.‖8  Despite the concern of the bill‘s 
opposition, nineteen states have no laws 
or regulations related to restraints and 
seclusions in schools, seven states address 
only restraints (not seclusions), and only 
eight states ―specifically prohibit the use 
of … restraints that impede a child‘s abil-
(„H.R. 4247,‟ Continued on page 9) 
Are Children Safe at School? 
Zoning Laws 
A Potential Local Government 
Tool for Decreasing Childhood 
Obesity in Low-Income Areas  
Cynthia Furmanek 
cynthia.furmanek@student.shu.com 
Childhood Obesity as a Significant Problem 
and Fast Food as a Major Contributor 
 
Childhood obesity is a serious 
problem that requires immediate atten-
tion.  Some researchers estimate the 
prevalence of overweight and obesity 
among six-to-eleven–year-olds to be 
approximately twenty percent.1  Obese 
and overweight children are more likely 
to become obese as adults; approxi-
mately eighty percent of children who 
were overweight at age ten to fifteen were 
obese at age twenty-five.2  An estimated 
400,000 people die per year due to com-
plications of physical inactivity and 
poor diet such as diabetes, stroke, heart 
disease, high blood pressure, and certain 
cancers.3  Further, overweight and obe-
sity in adults costs America $98-129 
billion each year in national health care 
expenditures.4  With more children be-
coming obese as adults, these numbers 
will only rise.  The epidemic has per-
plexed health care professionals who 
have been unable to successfully help a 
majority of families change their un-
healthy behaviors, suggesting that the 
problem lies not with the individuals, 
but in the obesogenic environment cre-
ated by society.  As a result, many chil-
dren today are not expected to outlive 
their parents.5 
While physical activity plays a major 
role in childhood obesity, another major 
part of this problem is the increased 
caloric intake in children‘s diets.6  Fast 
food in particular has been implicated 
as a major threat to the children‘s health.7  
Research highlights three main reasons 
why this is so: larger portion sizes, high 
density of calories, and the frequency 
with which American children patronize 
fast food restaurants.8  This frequency is 
largely affected by the fact that the num-
ber of fast food restaurants in the nation 
has dramatically increased, from 72,850 
restaurants in the 1970s to over 280,000 
in recent years.9   
However, the prevalence of fast 
food restaurants near schools is particu-
larly problematic since children have 
access to them before and after school.  
A 2005 study found that fast food restau-
rants were clustering near schools in 
Chicago; fast food restaurants were three 
to four times more prevalent around 
schools than other parts of Chicago.10 
 
(„Zoning Laws,‟ Continued on page 10) 
Child Abuse & Mandatory  
Reporting Laws  
Brandon Wolff 
brandon.wolff@student.shu.edu 
Mandatory reporting laws exist for 
many issues, including elder abuse, inju-
ries from weapons and crimes, domestic 
violence, driving impairment, drunk driv-
ing, child abuse, and gunshot wounds.1  
While all states have mandatory reporting 
laws for child abuse, not all states have 
mandatory reporting laws for other is-
sues like gunshot wound victims.2  The 
laws for child abuse reporting, which 
have been argued to be ineffective in 
promoting safety, ―pit concerns of pa-
tient and community safety against de-
sires to maintain patient-physician confi-
dentiality.‖3  Therefore, some mandatory 
reporting laws are controversial because 
of their efficacy as well as their effect on 
the doctor-patient relationship. 
 The process of reporting child 
abuse has certainly changed over the 
years.  Mandatory reporting of suspected 
child abuse began after medical profes-
sionals recognized a condition called 
battered child syndrome.4  As early as the 
1940s, but primarily during the 1950s, 
physicians noticed that childhood trau-
mas could have been intentionally in-
flicted.5  An article in the Journal of the 
American Medical Association, which ana-
lyzed 302 abused children from seventy-
one hospitals, coined the term ―battered 
child syndrome‖ and was ―influential in 
stimulating federal policy regarding the 
reporting of child abuse.‖6 
This landmark study and the escalat-
ing concern about child abuse in the 
early 1960s led to a 1962 conference 
sponsored by the United States Chil-
“SOME MANDATORY REPORTING 
LAWS ARE CONTROVERSIAL 
BECAUSE OF THEIR EFFICACY AS 
WELL AS THEIR EFFECT ON THE 
DOCTOR-PATIENT RELATIONSHIP.” 
PAGE 5 VOLUME IV, ISSUE 1 
dren‘s Bureau.  The conference 
resulted in a proposal to institute 
mandatory reporting laws and 
introduce battered child syndrome 
as a medical condition that would 
require the same level of reporting 
as communicable diseases.7  Since 
children are a vulnerable popula-
tion who are not able to advocate 
or report for themselves, manda-
tory reporting laws were estab-
lished to provide a safeguard from 
the subjective judgment of medi-
cal professionals.8  As a result, states be-
gan establishing mandatory child abuse 
reporting laws and by 1967, every state 
had separately passed one.9  Still, most 
physicians and other professionals who 
are ―mandated to report‖ suspected child 
abuse ―have not received training in iden-
tifying and reporting child maltreatment 
during their formal education.‖10  Thus, 
although the reporting laws exist, more 
needs to be done to train medical profes-
sionals to ensure that the laws are imple-
mented effectively.  
Physicians face two difficulties when 
identifying child abuse.  First, it is usually 
difficult to determine abuse because the 
physical and behavioral history with re-
gards to suspected abuse can be vague, 
inaccurate or unavailable to the physi-
cian.11  In addition, the physicians‘ ac-
count of the history can lack important 
details.  Second, although it is important 
to recognize abuse to prevent further risk 
to the child, physicians must be cautious 
when reporting suspected abuse.  A physi-
cian could cause a family substantial stress 
if he or she misdiagnoses an unintentional 
injury as abuse.12  Therefore, when deter-
mining whether a case should be reported, 
physicians are presented with the problem 
of identifying suspected abuse while also 
being careful not to misdiagnose an unin-
tentional injury. 
 
State Laws: Physicians as Mandated Reporters 
 
Anytime a physician suspects that 
abuse or neglect was the cause of an in-
jury, the physician is legally mandated to 
report to their state‘s child protective ser-
vices.13  The required language and details 
of reports vary by state; however, most 
laws are quite vague in their mandates.  
Arguments have been made that the stat-
utes should contain more specificity in-
stead of vague phrases like ―causes to 
believe,‖ ―reasonable cause to believe,‖ 
―known or suspected abuse‖ and 
―reasonable suspicion‖ that a child may 
have been abused.14  In New Jersey, the 
law does not explicitly specify who is 
mandated to report, but does state that 
reporting is required when anyone ―has 
reasonable cause to believe that a child has 
been subjected to abuse.‖15  New Jersey‘s 
law is similar to New York‘s and other 
states‘ laws, which ―mandate that physi-
cians report to child protective services if 
they have ‗reasonable cause to suspect,‘‖ 
but like other states, ―reasonable cause is 
not defined.‖16  As a result, one study of 
over 1200 pediatricians in Pennsylvania 
found that there was ―significant variabil-
ity in how pediatricians interpret reason-
able suspicion.‖17  Since the laws are not 
explicit, doctors, who lack legal expertise, 
have difficulty interpreting and complying 
with the requirements of the law.  
Others, however, argue that the laws 
are intentionally vague to promote and 
facilitate reporting.18  Unfortunately, this 
is not the case.  ―The lack of a definition 
of ‗reasonable suspicion‘ is one reason 
that child abuse is underreported… giving 
clearer definition to the term would help 
to ground mandated reporters, provide for 
more equitable treatment and set stan-
dards for accountability.‖19  The vague 
language of the law therefore seems to be 
discouraging, rather than encouraging, the 
reporting of suspected abuse. 
(„Child Abuse Reporting Laws,‟ Continued on page 6) 
Violence from a Legal Perspective 
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‘Forgotten Youth,’ Continued 
hospital personnel, and emergency medi-
cal technicians.22  The state laws are there-
fore generally similar in their language, 
although some differences do exist as to 
who is considered a mandated reporter in 
each state. 
The new state laws do not regard 
communications between patients and 
physicians regarding child abuse to be 
privileged.  According to Dr. Malkeet 
Gupta, ―notions of confidentiality and 
While one part of the New York law 
is similar to New Jersey (that profession-
als are required to report ―when they 
have reasonable cause to suspect that a 
child coming before them in their profes-
sional or official capacity is an abused or 
maltreated child‖), there is an additional 
component to the New York law that 
requires reporting even if the reporter 
does not actual see the child.20  The law 
states that reporting is required when 
―the parent, guardian, custodian, or other 
person legally responsible for the child 
comes before the reporter and states 
from personal knowledge facts, condi-
tions, or circumstances that, if correct, 
would render the child an abused or mal-
treated child.‖21  In addition, the New 
York law contains a long list of man-
dated reporters.  The list includes virtu-
ally all medical professionals, including 
physicians, nurses, residents, interns, 
informed consent are not an issue.‖23  The 
physician‘s legal duty to report any infor-
mation indicating suspected abuse super-
sedes doctor-patient confidentiality.  Some 
doctors find this law helpful as it allows 
them to ―facilitate discussion of the possi-
bility of abuse with the patient‘s family.‖24  
Theoretically, the law is supposed to re-
move confusion from the physician‘s 
mind regarding what to report and not to 
report, and studies show that it is achiev-
ing this goal.  In fact, ―the legal mandate 
to report most strongly correlated with the 
physician‘s decision to report suspected 
maltreatment.‖25  
Forty-six states have criminal penal-
ties for physicians who fail to report cases 
of child abuse if the physician had 
―known‖ or ―should have known‖ about 
the abuse.26  According to the Children‘s 
Bureau of the United States Department 
(„Child Abuse Reporting Laws,‟ Continued on page  7) 
‘Child Abuse Reporting Laws,’ Continued 
Unfortunately, there is a sub-
group of this population that has 
even lower coverage statistics, and 
will see no benefit from the reforms: 
youth aging out of foster care.*  Only 
thirty-three percent of children who 
age out of foster care have health 
insurance.4  The number of youth 
encompassed by this statistic is not as 
small as one might imagine – as of 
2009, there were 89,401 children in 
foster care aged sixteen and above.5  
To compound this, youth in foster 
care at this advanced age are more 
likely to be placed in group home 
settings and to have a less of a chance 
of being reunified with their biologi-
cal families, and thereby less of an 
opportunity to take advantage of the 
new PPACA provisions.6  Although 
progress has been made in the past 
ten years to improve the transition 
out of foster care for this group, 
health care coverage lags far behind 
the level afforded to young adults in the 
health care reform law.  Given the intent 
behind – and priority placed upon – the 
extension of parental insurance coverage 
to children up to age twenty-six, a re-
newed effort is needed to ensure that the 
reform‘s policy objectives are also applied 
to the vulnerable population of youth 
aging out of foster care.  Progress can be 
made by extending Medicaid coverage age 
limits in existing state programs and im-
proving independent living skills pro-
grams. 
When children are taken into foster 
care, their medical needs are covered un-
der the Medicaid program.7  Both states 
and the federal government have enacted 
programs aimed at creating a smooth tran-
sition between Medicaid coverage as a 
youth in foster care and health care cover-
age as a young adult, sometimes using 
multiple tools to reach this goal.  One of 
the most widely recognized examples is 
the Chafee option, which is contained in 
the 1999 Foster Care Independence Act 
(FICA) and allows states to extend Medi-
caid coverage for youth who are still in 
foster care on their eighteenth birthday.8  
However, decisions about how to extend 
coverage to children aging out are made 
on a state-by-state basis, and the Chafee 
option has not been implemented in all 
fifty states.9   
(„Forgotten Youth,‟ Continued on page  11) 
 
“THEORETICALLY, THE LAW IS SUP-
POSED TO REMOVE CONFUSION 
FROM THE PHYSICIAN’S MIND RE-
GARDING WHAT TO REPORT AND 
NOT TO REPORT, AND STUDIES 
SHOW THAT IT IS ACHIEVING THIS 
GOAL.” 
“ALTHOUGH PROGRESS HAS 
BEEN MADE IN THE PAST TEN 
YEARS TO IMPROVE THE TRANSI-
TION OUT OF FOSTER CARE FOR 
THIS GROUP, HEALTH CARE COV-
ERAGE LAGS FAR BEHIND THE 
LEVEL AFFORDED TO YOUNG 
ADULTS IN THE HEALTH CARE 
REFORM LAW’” 
* As used here, “aging out” refers to the process of leaving foster care and transitioning to independent adulthood.  The age requirements and programs to 
facilitate this process vary by state. 
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‘GINA’s Impact,’ Continued 
the worst and not risk hiring 
employees who they perceive as 
being genetically different.   
Further, some employees 
may take a ―guilty until proven 
innocent‖ approach and feel 
obliged to provide their genetic 
information voluntarily in order 
to prove that they are healthy.18  
In these situations, those who 
do not provide their genetic 
information may be discrimi-
nated against.  Therefore, minorities who 
are reluctant to submit to genetic testing 
based on their prior experience with racial 
profiling may be inadvertently penalized 
for not being tested.  Thus, GINA‘s pro-
visions may unintentionally facilitate dis-
crimination by employers and health in-
surance providers, or create disparate impact 
discrimination.   Disparate impact dis-
crimination takes place where an employer 
does not act in an overtly discriminatory 
manner but may be engaging in hiring or 
employment practices that, while facially 
neutral, are actually discriminatory in op-
eration.19  
In order for minority communities to 
participate in genetic testing, it is crucial 
that they are educated about the potential 
risks and benefits of genetic testing and 
the limitations of GINA‘s protections.  
Specifically, while GINA protects deci-
sions based on genetic information in 
health insurance and employment settings, 
it does not cover long-term care insur-
ance, life insurance, or disability insurance 
settings.20  These insurance settings, along 
with others, may require individuals to 
provide their DNA for genetic testing. 
Under current U.S. protocols for law en-
forcement and DNA banking, the avail-
ability of genetic information obtained 
through avenues other than health insur-
ance and employment markets may put 
minority communities in danger of being 
disproportionately wrongfully convicted.21  
Thus, members of minority communities 
must be fully informed and cautious be-
fore submitting their genetic information 
in any context.  
Genetic testing has transformed the 
way the U.S. justice system balances a 
reasonable expectation of privacy with the 
interest of protecting society.  In the cur-
rent criminal justice system, citizens are 
protected from random searches and sei-
zures under the Fourth Amendment.22  
Still, searches and seizures are justified if  
there is probable cause to believe that a 
person has committed a crime.  In some 
states, this justification is applied to the 
collection and genotyping of DNA sam-
ples from all suspects who are arrested, or 
―booked.‖23  Numerous advocates, how-
(„Gina‟s Impact,‟ Continued on page 8) 
of genetic exceptionalism employed by 
GINA emphasizes the singularity of ge-
netic information.  Since genetic infor-
mation may be used to link a person to a 
certain group or heritage, it has the po-
tential to change society‘s conception of 
culture and history.13  In particular, ge-
netic information may pose conse-
quences for groups, such as Native 
Americans, who have certain rights based 
upon their heritage.  Advocates for these 
groups are apprehensive about the con-
sequences that revealing their genetic 
information may have on their ancestral 
protections and rights.14 
On the other hand, the prohibition 
against genetic testing of employees may 
have unintended negative consequences 
for minorities in a wide setting of em-
ployment and insurance situations.  Mi-
nority communities in the United States 
suffer disproportionately from illnesses 
such as cancer, cardiovascular disease, 
HIV infection, diabetes, and obesity.15  
While these trends are greatly determined 
by environmental and structural factors, 
the notion of genetic exceptionalism 
supports the misconception that genes 
are largely indicative of traits such as race 
and health status.16  Since prevalence of 
disease-related genes often varies by eth-
nicity, it is possible that groups that are 
merely perceived to share similar undesir-
able genetic information will suffer from 
discrimination.17  Employers may rely on 
stereotyping to associate minority indi-
viduals with poor health status.  Since 
most employers do not want to hire un-
healthy workers, they may simply assume 
‘Child Abuse Reporting Laws,’ Continued 
of Health and 
Human Ser-
vices, the pen-
alties for fail-
ing to report 
can include 
fines from 
$100 to $5000 and jail time ranging from 
ten days to five years.  Many advocates of 
sionals to report.  
 
National Efforts 
 
In addition to state laws, Congress 
passed the Child Abuse Prevention and 
Treatment Act in 1974, which created 
 
(„Child Abuse Reporting Laws,‟ Continued on page 12) 
PAGE 7 
the law state that it has been a great 
incentive, encouraging physicians and 
other medical professionals to report; 
one could argue that without such a law, 
reporting may be forgotten in the midst 
of all the extra demands placed on phy-
sicians.  Hence, the legal consequences 
resulting from a failure to report have 
certainly encouraged medical profes-
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ever, argue that collecting DNA from 
people who are merely suspects consti-
tutes an unlawful search and seizure un-
der the Fourth Amendment.24  Further, 
under the guise of protecting society, 
DNA collection could progress from 
being mandatory only for convicted 
criminals, to being required of all ar-
rested suspects and job applicants.25  
Under Title II of GINA, an em-
ployer is prohibited from requesting ge-
netic information, even absent the intent 
to discriminate.26  Therefore, if there is 
no clear statutory exception, employers 
are prohibited from requesting DNA 
samples even for criminal background 
checks. However, if GINA is not prop-
erly enforced, the collection and banking 
of genetic information could result in 
serious civil rights violations.  For exam-
ple, if employees were required to submit 
their DNA profiles for pre-employment 
screening against criminal databases, it 
would be possible for people to become 
criminal suspects absent just cause.  Fur-
ther, if employers were allowed to re-
quest background checks at their discre-
tion, employees who have DNA on file 
immediately may be linked to crimes 
even though there may be multiple uni-
dentified DNA gathered at the crime 
scene.27   
On the other hand, if employers 
stored DNA samples and only genotyped 
them when needed for forensic pur-
poses, they would face the daunting chal-
lenge of storing and maintaining confi-
dentiality of sensitive personal informa-
tion.28  Since it is logistically difficult to 
run a DNA identification program, em-
ployers might turn to law enforcement 
agencies to perform criminal background 
screening for potential employees.  This 
has severe implications for those who 
have their genetic information revealed.  
People who have DNA on file with gov-
ernment agencies are immediately linked 
to a DNA database of criminal offend-
ers, and become a part of the state DNA 
search dragnet.29  Even after acquittal or 
clearance, these individuals‘ profiles are 
subject to regular database searches that 
look for genetic matches associated with 
DNA collected from crime scenes.30  If 
GINA is not properly implemented, job 
applicants who would be required to sub-
mit their DNA are perpetually at risk for 
being linked to and stigmatized for crimes 
simply because their DNA is on file.  
Consequently, for people with higher ar-
rest rates by law enforcement personnel, 
increased DNA collection has the poten-
tial to create serious civil rights infringe-
ments.31  This poses a serious potential 
problem for Hispanic and African Ameri-
can minority communities, who are ar-
rested more often than other groups in 
the U.S.32  
In August 2009, the University of 
Akron (UA) in Ohio provoked strong 
criticism when it started requesting finger-
prints and DNA samples from all poten-
tial employees for the purpose of per-
forming federal criminal background 
checks.33  Traditionally, standard criminal 
record policies for civilian employees do 
not require the collection of genetic infor-
mation.34  The U.S. military collects DNA 
samples from all personnel, but only 
genotypes them to identify individuals 
missing in action or to identify remains.35  
Under GINA, forensic laboratory person-
nel are required to voluntarily submit their 
DNA, but the data is held in a separate 
database and only matched against crime 
scene profiles in cases of possible con-
tamination.36  None of these agencies, 
however, screen DNA profiles against 
criminal databases as part of security back-
ground check protocol.37  Upon learning 
of the UA policy, the American Civil Lib-
erties Union expressed anger over the idea 
that employers might consider themselves 
―entitled to [prospective employees] most 
private, personal genetic information.‖38 
After gaining much negative press, 
the faculty senate of UA revised its rule to 
require only certain job applicants at the 
university to submit DNA for criminal 
background checks. These applicants in-
cluded those applying for jobs as univer-
sity employees with access to valuable 
equipment, student living quarters, and 
faculty offices.39  While the criminal back-
ground check process was designed to 
increase overall institutional security, it 
focused heavily on security and house-
keeping personnel.  Since these employees 
were more likely to come from minority 
groups or groups with low socioeco-
nomic status, this requirement could be 
de facto discriminatory against groups that 
have traditionally been targeted by the 
criminal justice system.40  Although some 
law enforcement officials believe that 
―DNA is blind to race,‖ the system itself 
has shown that justice is not blind; class 
discrimination, stereotyping, and racial 
profiling have influenced the conviction 
and arrest process of minority individu-
als.41  Thus, the current policy of DNA 
storage and dragnet searching dispropor-
tionately affects vulnerable groups that 
are already subject to discrimination.42  If 
GINA accomplishes its objective of in-
creasing the prevalence of genetic testing, 
it will be critical to protect minority com-
munities by closely regulating testing and 
ensuring the confidentiality of genetic 
information.  
The implications of GINA on mi-
nority communities will only be seen as it 
is implemented and court decisions are 
made.  Therefore, it will be important for 
employees, consumers, and advocates to 
document cases of discrimination for 
policymakers to review, analyze and rem-
edy.  If these precautions are taken, 
GINA has the potential to improve per-
sonalized genetic medicine, and speed 
progress towards a system of health care 
that is safe, effective, affordable, and 
equitable for all Americans. ☼ 
 
‘GINA’s Impact,’ Continued 
“GENETIC TESTING HAS TRANS-
FORMED THE WAY THE U.S. JUSTICE 
SYSTEM BALANCES A REASONABLE 
EXPECTATION OF PRIVACY WITH THE 
INTEREST OF PROTECTING SOCIETY. ” 
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ity to breathe.‖9 
The Act has the potential to reduce 
the possibility of trauma and physical 
harm to children while under the care of 
their school.  The purpose of the Act is 
articulated as follows:  
 
to prevent and reduce the 
use of physical restraint and 
seclusion in schools, ensure 
the safety of… students and 
school personnel… ensure 
that physical restraint and se-
clusion are imposed… only 
when a student‘s behavior 
poses an imminent danger of 
physical injury to the student, 
school personnel, or others, 
and assist [s]tates… in estab-
lishing policies and proce-
dures… and collecting and 
analyzing data.10   
 
―School personnel [would] be pro-
hibited from imposing… mechanical 
restraints[,] chemical restraints[,] physical 
restraints[, or any] aversive behavioral 
interventions that compromise health 
and safety.‖11  In addition, ―less restric-
tive techniques‖ need to be considered, 
the student being restrained or secluded 
must be continually monitored, and the 
school personnel imposing these tech-
niques must be trained and certified by a 
state approved program.12  
According to congressional testi-
mony provided by Greg Kutz, the Man-
aging Director of Forensic Audits and 
Special Investigations at GAO, children 
were subjected to restraint or seclusion at 
a higher rate than adults, despite the 
greater risk of injury.13  Some have sug-
gested that these techniques can be used 
to effectuate improved student behavior, 
but there is no evidence to support this 
theory.14  In contrast, the mental health 
community has raised concerns that the 
use of physical restraints may cause psy-
chological harm by ―triggering reactions 
related to prior trauma.‖15   
The term ―restraint‖ can be used to 
describe three different forms of re-
straining techniques: ambulatory, me-
chanical, and chemical.16  ―Ambulatory,‖ 
restraints, also known as physical re-
straints, have been used to control chil-
dren with ―emotional disturbances‖ since 
the 1950s.17  Today, strict guidelines gov-
ern most medical, psychiatric and law en-
forcement applications of physical re-
straints.18  In public schools, physical re-
straints are used to allow a ―child in crisis 
an opportunity to gain control.‖19  The 
Public Health Service Act defines physical 
restraint as ―a personal restriction that 
immobilizes or reduces the ability of an 
individual to move his or her arms, legs or 
head freely.‖20  This is not a ―benign form 
of behavior control‖ and some believe 
that ―there is no such thing as a safe re-
straint.‖21  Restraints can result in death 
by ―positional asphyxia,‖ a ―compromise 
of respiratory function.‖22  This can occur 
when ―a child is face down on the floor 
because the child must breathe against the 
weight of their body, or when seated, if 
the restraint is restricting chest or abdomi-
nal movement.‖23  
A mechanical restraint is defined as 
the ―use of devises as a means of restrict-
ing a [student‘s] freedom of movement.‖24  
The term describes a variety of devices or 
objects used to restrict the movement of 
children including tape, handcuffs, bungee 
cords and therapeutic chairs.25 
   
Chemical restraints use medication as 
a means to control a child‘s behavior.26  
An argument can be made that this type 
of restraint is more widespread, given the 
increase in physicians outside of the 
school system prescribing medications to 
control behavioral symptoms in children 
that are viewed as disruptive.27  Although 
prescribed with the best interests of the 
patient in mind, some types of psycho-
logical medications have physiological 
risks.28  Neuropleptic (antipsychotic) 
medications have been found to increase 
the risk of sudden death by 2.39 times 
and anti-depressants can ―increase the 
heart‘s QT interval* which is frequently 
associated with sudden death.‖29  The 
combination of chemical and physical or 
mechanical restraints can be dangerous 
as well.30  A number of medications 
―inhibit the body‘s cooling mechanisms 
which can lead to heat exhaustion or 
stroke during the prolonged exertion of a 
restraint.‖31   
Seclusion is defined in the Public 
Service Health Act as ―a means of behav-
ior control technique involving locked 
isolation,‖ not including ―time-out.‖32  A 
multitude of negative emotions have 
been found to result from confining and 
isolating children, including ―feelings of 
anger, anxiety… humiliation, abandon-
ment… [and] despair.‖33  These reactions 
can be ―escalated‖ in children who have 
been exposed to prior violence or 
abuse.34  Some alleged incidents describe 
(„H.R.4247,‟ Continued on page 13) 
‘H.R. 4247,’ Continued 
“ THE ACT HAS THE POTENTIAL 
TO REDUCE THE POSSIBILITY OF 
TRAUMA AND PHYSICAL HARM 
TO CHILDREN WHILE UNDER THE 
CARE OF THEIR SCHOOL.  ” 
*The time between the beginning of the Q wave and the end of the T wave in the heart‟s electrical cycle.  
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Another contributing factor to the 
frequency of fast food consumption by 
American children is the decreased 
prevalence of alternatives, including su-
permarkets, which tend to offer healthier 
options.11  This issue is further compli-
cated by socioeconomic factors.  One 
study found that wealthier neighbor-
hoods had more than three times as 
many supermarkets as lower income 
areas.12  Since low income areas are asso-
ciated with higher obesity rates, it is more 
important than ever -- for these areas in 
particular -- to increase opportunities to 
access healthy foods.13  
 
Zoning Laws and Their Potential Uses 
 
One potential way to improve low-
income children‘s diets is to facilitate 
behavior change by expanding opportu-
nities for children to eat healthier foods 
and limiting their access to fast foods.  
Local governments have considered ac-
complishing this through zoning laws.14  
Zoning laws allow local governments to 
implement regulations that control, 
among other things, the uses of buildings 
and lots.  Three types of zoning have 
been considered to combat obesity: con-
ditional, incentive, and performance zon-
ing.15  Conditional zoning stipulates the 
rezoning of a piece of land for a different 
purpose upon a condition.  For example, 
a municipality might rezone a residential 
lot for commercial development with the 
condition that supermarkets are given 
exclusivity to development.16   Incentive 
zoning, on the other hand, allows a de-
veloper who would otherwise have to 
comply with a certain condition to de-
velop without that condition if certain 
public benefits not required by the zoning 
ordinance are provided.  Removing com-
pliance obligations in exchange for a cer-
tain condition might provide incentives 
for developers to build stores, such as 
supermarkets, which offer healthier items 
for the public‘s benefit.17  Finally, per-
formance zoning sets specific standards 
for anyone using the zoned land.  In this 
type of zoning it is possible for a local 
government to allow fast food restaurants 
to build on a lot provided that the restau-
rants offer a certain number of healthy 
options.18 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
While initiatives involving all three 
types of zoning have been proposed, no 
local government has actually imple-
mented any type of zoning restriction to 
limit unhealthy, fast food for the purpose 
of combating obesity.  Certain towns, 
such as Concord, Massachusetts have 
used zoning restrictions to ban fast food 
restaurants, but only for aesthetic pur-
poses.19   
 
Concerns about Zoning for Obesity and Why 
Zoning Can Work 
 
Zoning restrictions aimed at combat-
ing childhood obesity have been attacked 
for several reasons.20  First, it has been 
postulated that lawmakers will run into 
administrative issues in defining fast food.  
Second, many citizens and lawmakers 
believe that it is improper to restrict the 
freedom to choose what type of food to 
eat, finding these laws paternalistic.21  
Third, because of the unpopularity associ-
ated with limiting citizens‘ freedom, ad-
ministrations are hesitant to take on a 
project which will potentially affect their 
popularity.  Finally, some have suggested 
that there are constitutional challenges to 
this type of law.22 
The administrative problems associ-
ated with defining fast food have been 
successfully overcome in many towns 
throughout the country.  For example, the 
town of Concord, Massachusetts defined 
fast food restaurants as restaurants  
 
whose principal business is the 
sale of foods or beverages in a 
ready-to-consume state, for con-
sumption within the building or 
off-premises, and whose princi-
pal method of operation in-
cludes: (1) sale of foods and bev-
erages in paper, plastic or other 
disposable containers; or (2) ser-
vice of food and beverages di-
rectly to consumer in a vehicle.23  
 
Carefully worded statutes like these have, 
so far, evaded administration problems. 
Second, some have accused zoning 
restrictions of curtailing the freedom of 
individuals to choose what types of food 
to eat.  While this accusation seems valid 
on its face, it ignores the full context of 
the situation. The reality for some lower 
socioeconomic areas is that the choices 
are already limited to, and saturated by, 
fast food restaurants and bodega stores.24  
By limiting the amount of fast food res-
taurants in an area or forcing a fast food 
restaurant to offer a certain number of 
healthy alternatives, a local government 
can expand children‘s access to healthier 
food.  For these areas, zoning restrictions 
would not limit choices, but expand them, 
provided governments ensure that healthy 
alternatives take the place of fast food 
restaurants. 
Third, administrations have been 
hesitant to adopt this type of policy be-
cause of potential effects on their ap-
proval ratings.  Administrations will, how-
ever, likely face similar battles with alter-
native solutions to the obesity epidemic.  
Though it is possible that this type of law 
(„Zoning Laws,‟ Continued on page 11) 
“SINCE LOW INCOME AREAS ARE AS-
SOCIATED WITH HIGHER OBESITY 
RATES, IT IS MORE IMPORTANT THAN 
EVER -- FOR THESE AREAS IN PAR-
TICULAR -- TO INCREASE OPPORTUNI-
TIES TO ACCESS HEALTHY FOODS.” 
‘Zoning Laws,’ Continued 
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provisions in the 2010 reform allow for 
coverage of children with traditional pa-
rental relationships until the age of twenty-
six on a national level, the various state 
programs extend coverage for youth aging 
out, at most, until the age of twenty-one.12  
These state levels should be standardized 
and similarly increased to twenty-six for 
children without the benefit of a traditional 
home life. 
Particularly in times of recession, fiscal 
concerns can make the extension of Medi-
caid unpopular, despite society‘s moral 
obligation to assist children who have had 
limited care and support.  However, 
PPACA allows for matched Medicaid 
funding by the federal government,13 
which could provide a welcome contribu-
tion to state budgets where, for example, a 
state looked to extend the Chafee option 
to age twenty-six.  Additionally, research 
shows that the Chafee option is afford-
able, ranging from $110 to $350 per 
month for each covered youth in states 
surveyed14 (the nationwide average pay-
ment per Medicaid enrollee per month in 
2007 was $480.25).15 
(„Forgotten Youth,‟ Continued on page 12) 
Where the Chafee option has been  
implemented, Medicaid coverage is only 
extended until the age of twenty-one10 – 
five years less than the PPACA coverage 
allows for youth in more traditional 
homes.  States have also extended Medi-
caid coverage to youth who have aged 
out through other existing options, in-
cluding: (1) ―§1115 waivers,‖ which al-
low states to, in effect, expand Medicaid 
eligibility to other groups, and (2) the 
medically needy category, which helps 
cover those who may not meet Medicaid 
income requirements.11  Still, while the 
‘Forgotten Youth,’ Continued 
will be unpopular at the outset, doing 
nothing to increase low-income chil-
dren‘s opportunities to develop healthy 
behaviors and live a healthy life is irre-
sponsible.  Weighed against the alterna-
tives, such as a tax on unhealthy foods, 
zoning restrictions are less controver-
sial.25  
Finally, zoning for obesity has 
been met with resistance concerning 
constitutional challenges.  While it is 
true that constitutional challenges may 
be raised, it is likely that with careful 
wording, these laws will pass constitu-
tionality tests.26  States have the author-
ity to regulate their citizens in the inter-
est of the public‘s health, safety, mor-
als, and welfare.27  Using this concept, 
known as police power, states are given 
authority to enact zoning laws.28  
Much, and sometimes all, of this power 
to create zoning laws is delegated to 
local governments.29  The ability of the 
states and local governments to enact 
laws in the interest of public health 
rests in a decision by the Supreme 
Court in Jacobson v. Massachusetts.30  In 
Jacobson, the Supreme Court upheld a 
Massachusetts law that required indi-
viduals to be vaccinated in the interest 
of public health.  Further, Jacobson set a 
standard of review for state public 
health legislation: a court can only 
overturn a public health statue if that 
statute ―has no real relation to [public 
health], or is, beyond all question, a plain, 
palpable invasion of rights secured by the 
fundamental law.‖31   
A state‘s ability to enact zoning laws 
in the interest of public health was con-
firmed in Village of Euclid v. Ambler Realty.32  
In Village of Euclid, the Supreme Court 
upheld a municipality‘s cumulative zoning 
laws which required the separation of resi-
dential, commercial, and industrial areas 
from each other for the purpose of reduc-
ing risk of fires, traffic accidents, and nerv-
ous disorders.33  The Supreme Court ex-
tended Jacobson‟s standard of review in Vil-
lage of Euclid¸ indicating that state public 
health laws were irreversible unless they 
were ―clearly arbitrary and unreasonable, 
having no substantial relation to the public 
health, safety, morals, or general wel-
fare.‖34 
Since restricting unhealthy food in fast 
food restaurants is different from either 
requiring vaccinations or imposing zoning 
restrictions to avoid fires, traffic accidents, 
and nervous disorders, local governments 
must ensure that zoning laws that restrict 
fast food restaurants in the interest of the 
public health meet the Village of Euclid 
standard.  Some might argue that restrict-
ing unhealthy food from fast food restau-
rants is per se arbitrary since unhealthy 
food can also be bought at supermarkets 
or other stores.  The strongest argument 
against this lies in the research; people 
living in neighborhoods with supermarkets 
have been found to consume more fruits 
and vegetables.35  Conversely, studies have 
shown a positive correlation between eat-
ing fast food and higher fat intake, body-
mass index, and overweight status.36  Fur-
ther, these associations between fast food 
and unhealthy status were independent of 
other factors, such as television viewing or 
physical activity, suggesting that a large 
portion of the obesity problem is solely 
related to fast food consumption.37 
 
Conclusion 
 
Childhood obesity is an expansive 
and expensive problem that can lead to 
serious health consequences.  Conditional, 
incentive, and performance zoning laws 
provide just a few ways in which local 
governments, particularly in lower socio-
economic areas, can improve children‘s 
access to healthier foods.  Although there 
may be some resistance and potential legal 
challenges, if carefully written, it is likely 
that these zoning restrictions will ulti-
mately survive these challenges. ☼ 
‘Zoning Laws,’ Continued 
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years of age.17 
The effectiveness of this provision‘s 
implementation is difficult to survey, as 
there are essentially fifty different applica-
tions across the fifty states.  Still, some 
emerging studies show there is much 
room for improvement.  A review of the 
classroom-based life skills training pro-
gram in Los Angeles County looked at 
concrete measures of the ―transition to 
adulthood,‖ such as a high school diploma 
or equivalent, employment status, hous-
ing, delinquency, pregnancy and ability to 
obtain documents such as social security 
cards and bank accounts.18  The study 
found ―no significant impacts‖ on the 
progress of those foster youth in the life 
skills program as compared to those in the 
control groups.19  This does not paint an 
optimistic picture regarding the ability of 
aging out youth to navigate the health care 
system.    
Lack of health care coverage is a sys-
temic problem that indirectly impacts the 
whole of society, but it is directly felt by 
foster youth, particularly as they are at a 
higher risk of experiencing ongoing medi-
cal and mental health problems when 
compared to other youth.20  In 2014, 
most individuals will be required to ob-
tain basic health insurance coverage or 
pay a fee, as mandated by PPACA.21  
While many young adults aging out may 
be eligible for an exemption from the fee 
penalty based on their income levels, this 
will not improve their health care cover-
age.  Despite the high priority of this age 
group in the politics of health care re-
form, it is only through the combined 
reform of health care coverage age limits 
in state programs and improvements in 
independent living programs , including 
a greater focus on health insurance op-
tions within those programs, that these 
youth will see any improved access to 
health care.☼ 
 
 
Unfortunately, an increase in age 
limits would solve only a portion of the 
problem.  The bigger picture for youth 
aging out of foster care shows a struggle 
to gain general independent living skills, 
and specifically those skills necessary to 
navigate the available options in the 
health care system.  A true solution 
needs not only to standardize the state-
by-state gaps in coverage, but also to 
reinforce current laws related to inde-
pendent living support.  In 1999, FICA‘s 
amendments to Title IV-E of the Social 
Security Act gave states more funding 
and greater flexibility to provide inde-
pendent living support and training to 
youth aging out of foster care:16   
The nation‘s state and local govern-
ments, with financial support from the 
federal government, should offer an ex-
tensive program of education, training, 
employment, and financial support for 
young adults leaving foster care, with 
participation in such programs beginning 
several years before high school gradua-
tion and continuing, as needed, until the 
young adults emancipated from foster 
care establish independence or reach 21 
‘Forgotten Youth,’ Continued 
the National Center for Child Abuse and 
Neglect (NCCAN) to ―support state and 
local efforts to prevent and treat child 
abuse and neglect.‖27  NCCAN was 
charged with defining child abuse and 
neglect, a definition that continues to 
expand.28  NCCAN ―was developed by 
legislation stimulated by the battered 
child syndrome, but as politicians and 
statues were explicated, other conditions 
–such as physical neglect, emotional ne-
glect, and sexual abuse – were added to 
the definition of a more inclusive prob-
lem called child abuse and neglect—later 
to be relabeled child maltreatment.‖29  
The ―expansion of definitions has also 
led to increased reporting,‖ perhaps be-
cause ―much of what is now called abuse 
was once considered to be appropriate 
‘Child Abuse Reporting Laws,’ Continued 
discipline.‖30  In summation, progress has 
been made as physicians are now in-
formed of their duty to report.  Still laws 
need to be more specific (for example, 
providing more concrete factors for de-
termining suspected abuse) so that physi-
cians and health care professionals know 
the appropriate steps that need to be 
taken to report suspected abuse.  More 
specificity in the reporting laws will not 
only help protect the safety of the abused 
child, but will also help protect the physi-
cian and health care facility from violating 
the applicable state laws. 
Mandatory reporting laws exist to 
protect vulnerable populations such as 
child abuse victims.  However, the laws 
are only effective if physicians are aware 
of the laws and know how to respond 
when faced with suspected abuse.  The 
legal mandate was designed to facilitate 
proactive reporting and remove confusion 
about when reporting is required.  When 
deciding whether to report, physicians 
need to balance concerns of suspected 
abuse with concerns of improperly diag-
nosing an unintentional injury.  In the fu-
ture, mandatory reporting laws should be 
written with more specificity to provide 
health care professionals with clear direc-
tives on how to properly report suspected 
abuse, thereby minimizing the possibility 
of inaccurate reporting. ☼ 
VOLUME IV, ISSUE 1 PAGE 13 
children being isolated in closets, rest-
rooms and small boxes.35  
Several factors helped bring this issue 
to light.36  Increases in the integration of 
students with emotional and behavioral 
problems in public school environments 
are occurring alongside heightened atten-
tion to school violence and teacher short-
ages.37  The Individuals with Disabilities 
Education Act (IDEA) ―established the 
principle of serving children with special 
needs in the least restrictive environ-
ment.‖38  Students are now being inte-
grated within the public education system 
regardless of their level of disability, and 
the restraint procedures formerly re-
stricted to hospitals and institutions are 
now being employed in a classroom set-
ting.39  
Over the years, numerous lawsuits 
regarding the use of restraints on children 
have been filed against school districts by 
parents and advocacy groups.40  Plaintiffs 
pose arguments that restraint is a violation 
of the Eighth (prohibition against cruel 
and unusual punishment) and Fourteenth 
Amendment (due process) rights, as well 
as a violation of the Civil Rights of Insti-
tutionalized Persons Act (CRIPA), though 
the latter is used less often.41  The U.S. 
District Court, Middle District of Ala-
bama, examined this issue in Wyatt v. King 
in 1992.42  The court stated that ―staff 
working with individuals with mental ill-
ness required specific training regarding 
interventions‖ and that the ―training 
should include… psychotherapeutic inter-
ventions.‖43   Findings have shown that 
―intensive staff training at schools has 
reduced assaultive incidences by eighty 
percent with a seventy-seven percent re-
duction in disruptive incidents.‖44  After 
instituting a staff training program at a 
mental health facility, Pennsylvania and 
Delaware saw a ninety percent decrease in 
the use of physical restraint.45  Staff were 
instructed in crisis management and pre-
vention procedures, as well as methods to 
determine when and how to go about a 
physical restraint.46  
Although it is likely not a legislative 
priority, it is hopeful that the recent atten-
‘H.R. 4247,’ Continued 
tion to health care will assist in bringing 
this issue to the forefront of the con-
gressional agenda.  The lack of federal 
law and patchwork of state regulations 
do a disservice not only to students, but 
teachers as well.  The integration of 
special needs students into public and 
private school systems provides a host 
of benefits to those students, their class-
mates and their instructors.  Still, with-
out the necessary training and instruc-
tion, an ill-managed conflict can end 
with traumatic and tragic consequences.  
For the benefits of IDEA and the inte-
gration it promotes to be positively 
realized, public and private schools will 
need to be given better tools and in-
struction to manage children with more 
individualized needs.  It is possible that 
H.R. 4247 will be instrumental in realiz-
ing these ideals.☼   
 
The Health Law Forum    
&   
Health Law Outlook  
 
would like to thank the following: 
Interim V. Provost Kathleen  
Boozang 
Professor Carl Coleman 
Helen Cummings 
Denise Pinney 
 
Sharon Carone 
Gina Fondetta 
Dorothea Harris 
The SHU Law Copy Center 
 
 
And the Members of 
The Health Law Outlook 
The Health Law Forum 
The Student Bar Association 
PAGE 14 HEALTH LAW OUTLOOK 
Health Care Reform‘s Forgotten Youth: The Need to Expand 
Health Coverage for Youth Aging Out of Foster Care  
1. Patient Protection and Affordable Care Act, 42 U.S.C. §18001 
(2010). 
2. OFFICE OF THE SPEAKER, AFFORDABLE HEALTH CARE FOR 
AMERICA: WHAT‘S IN IT FOR YOUNG AMERICANS (2010), avail-
able at http://waysandmeans.house.gov/Media/pdf/111/
HCare/YOUNG_AMERICANS.pdf. 
3. THE WHITE HOUSE, YOUNG ADULTS AND THE AFFORDABLE 
CARE ACT: PROTECTING YOUNG ADULTS AND ELIMINATING 
BURDENS ON FAMILIES AND BUSINESSES 2 (2010).  
4. Judith O. Wagner & Michael E. Wonacott, Youth Aging Out of 
Foster Care, 34 YOUTHWORK INFORMATION BRIEFS 2 (Ohio 
State University 2008), available at http://cle.osu.edu/lwc-
publications/youth-information-briefs/downloads/Youth-Aging
-Out-of-Foster-Care.pdf. 
5. U.S. DEPT. OF HEALTH AND HUMAN SERVICES, ADMINISTRA-
TION FOR CHILDREN AND FAMILIES, THE AFCARS REPORT 
FOR 2009 (2010), available at http://www.acf.hhs.gov/programs/
cb/stats_research/afcars/tar/report17.htm. 
6. SONALI PATEL & MARTHA A. ROHERTY, MEDICAID ACCESS 
FOR YOUTH AGING OUT OF FOSTER CARE 1 (American Public 
Human Services Association 2007), http://www.aphsa.org/
Home/Doc/Medicaid-Access-for-Youth-Aging-Out-of-Foster-
Care-Rpt.pdf.  
7. Id. at 3. 
8. FOSTER CARE INDEPENDENCE ACT, OF 1999, Pub. L. No. 106-
169, § 101(a), 113 Stat. 1823 (1999).  
9. PATEL, supra note 6, at 3.  
10. Id. at 9-22. 
11. Id. at 3, 6-8. 
12. Id. at 9-22. 
13. CONGRESSIONAL RESEARCH SERVICE, MEDICAID AND THE 
STATE CHILDREN‘S HEALTH INSURANCE PROGRAM (CHIP) 
PROVISIONS IN PPACA 23, (2010). 
14. PATEL, supra note 6, at 3-4. 
15. THE KAISER FAMILY FOUNDATION, MEDICAID PAYMENTS PER 
ENROLLEE, FY2007 available at http://www.statehealthfacts.org/
comparemaptable.jsp?
typ=4&ind=183&cat=4&sub=47&sortc=5&o=a. 
16. JENNIFER POKEMPNER & LOURDES M. ROSADO, DEPENDENT 
YOUTH AGING OUT OF FOSTER CARE IN PENNSYLVANIA: A 
JUDICIAL GUIDE 1 (3rd ed., Juvenile Law Center 2003), available at 
http://www.jlc.org/files/publications/dependent-youth-aging-
out.pdf. 
17. FOSTER CARE INDEPENDENCE ACT OF 1999, Pub. L. No. 106-
169, § 101(a), 113 Stat. 1823 (1999).  
18. U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES, AD-
MINISTRATION FOR CHILDREN AND FAMILIES,  
19. EVALUATION OF THE LIFE SKILLS TRAINING PROGRAM: LOS 
ANGELES COUNTY, CALIFORNIA 51-53, (2008). 
20. Id. at 61.  
21. WILHELMINA A. LEIGH ET AL., AGING OUT OF THE FOSTER 
CARE SYSTEM TO ADULTHOOD: FINDINGS, CHALLENGES, AND 
RECOMMENDATIONS 74 (Joint Center for Political and Eco-
nomic Studies Health Policy Institute 2007) available at http://
www.jointcenter.org/index.php/content/
download/2167/14340/file/Aging%20Out%20of%20the%
20Foster%20Care%20SystemEXECSUMMARYJAN222008.pdf. 
22. U.S. Dept. of Health & Human Services, Provisions of the Affordable 
Care Act, By Year, Healthcare.gov, http://www.healthcare.gov/
law/about/order/byyear.html. 
WORKS CITED 
The Genetic Information Nondiscrimination Act: Examining  
its Impact on Unintended Consequences Minority Communi-
ties and  Criminal Justice 
1. AMANDA K. SARATA & NANCY LEE JONES, THE GENETIC IN-
FORMATION NONDISCRIMINATION ACT OF 2008. (Congressional 
Research Service, Library of Congress 2002), available at http://
assets.opencrs.com/rpts/RL34584_20080709.pdf 
2. Genetic Information Nondiscrimination Act of 2008, Pub. L. No. 110-
233, §2(3),(4), 122 Stat. 881 (2008). 
3. Civil Rights Act of 1964, P.L. 88-353, 78 Stat. 241 (1964).   
4. Genetic Information Nondiscrimination Act of 2008, §2(3),(4). 
5. Benjamin S. Wilfond, The Genetic Information Nondiscrimination Act: 
Fear Factor or Fantasy Island? 38 HASTINGS CENTER REPORT 11 
(2010). 
6. RAYMOND A. ZILINSKAS & PETER J. BALINT, THE HUMAN GE-
NOME PROJECT AND MINORITY COMMUNITIES: ETHICAL, SO-
CIAL, AND POLITICAL DILEMMAS 53 (2001). 
7. JAMES H. JONES, BAD BLOOD: THE TUSKEGEE SYPHILIS EX-
PERIMENT (Free Press 1993).  
8. Id. 
9. Id. 
10. AMANDA K. SARATA, CRS REPORT ON GENETIC EXCEPTION-
ALISM: GENETIC INFORMATION AND PUBLIC POLICY 
(Congressional Research Service, Library of Congress 2002), 
available at http://assets.opencrs.com/rpts/
RL34376_20080214.pdf.  
11. Id. 
12. Id. 
13. Id. 
14. Id. 
15. Families USA, Quick Facts: Disparities in Health, (Minority Health 
Initiatives, January 2006), available at http://
www.familiesusa.org/assets/pdfs/minority-health-tool-kit/Quick
-Facts-Health.pdf.  
16. Sarata, supra note 8. 
17. Id. 
18. Jones, supra note 7.  
19. Shawneequa L. Callier et al., Preemployment Criminal Background 
Checks, 40 HASTINGS CENTER REPORT  15 (2010). 
20. BERMAN INSTITUTE OF BIOETHICS, GINA FAQS, 2008 (The 
Genetics and Public Policy Center, Johns Hopkins University 
2008), available at http://www.dnapolicy.org/gina/faqs.html. 
21. Callier, supra note 19, at 17. 
22. Id. 
23. Id. 
24. AMERICAN CIVIL LIBERTIES UNION, ACLU LAWSUIT CHAL-
LENGES CALIFORNIA‘S MANDATORY DNA COLLECTION AT 
ARREST (March 20, 2010), available at http://www.aclu.org/
technology-and-liberty/aclu-lawsuit-challenges-california-s-
mandatory-dna-collection-arrest. 
25. Id. 
26. NANCY LEE JONES, GENETIC INFORMATION: LEGAL ISSUES 
RELATING TO DISCRIMINATION AND PRIVACY (Congressional 
Research Service, Library of Congress 2002), available at 
digital.library.unt.edu/govdocs/crs/permalink/meta-crs-3259. 
27. Id. 
28. Callier, supra note 19, at 17. 
29. Id. 
30. Id. 
31. Id. 
(Continued on page 15) 
 32. CRIMINALITY, RACE AND SOCIAL FACTORS: THE IMPRISON-
MENT OF AFRICAN AMERICANS, EXPLANATIONS FOR DIS-
PROPORTIONATE IMPRISONMENT OF RACIAL MINORITIES, J 
RANK ENCYCLOPEDIA (October 2010), available at encyclope-
dia.jrank.org/articles/pages/6109/Criminality-Race-and-Social-
Factors. 
33. Callier, supra note 19, at 17. 
34. Id. 
35. Id. 
36. NUFFIELD COUNCIL ON BIOETHICS, THE FORENSIC USE OF 
BIOINFORMATION: ETHICAL ISSUES, (Nuffield Council on Bio-
ethics 2007), available at http://www.nuffieldbioethics.org/sites/
default/files/The%20forensic%20use%20of%
20bioinformation%20-%20ethical%20issues.pdf. 
37. Callier, supra note 19, at 16. 
38. AMERICAN CIVIL LIBERTIES UNION, supra note 3.  
39. Callier, supra note 19, at 20. 
40. Id.   
41. Id. at 18 
42. Id. 
 
Are Children Safe at School: An Evaluation of H.R. 4247 
1. Questioning the Use of Restraints in Public Schools, DAYTONA NEWS-JOURNAL, 
Jan. 25, 2010, at 04. 
2. Seclusion and Restraints, Hearing Before the Committee on Education and 
Labor, House of Representatives, 110th Cong. (2009) (statement of 
Ms. Toni Price, foster mother to Cedric). 
3. House Approves Bill to Protect School Children From Harmful Restraint, 
Seclusion, US FED. NEWS, Mar. 4, 2010 [hereinafter ―House Ap-
proves Bill‖]. 
4. Benedict Carey, House Votes to Protect Pupils Against Abusive Disci-
pline, N.Y. TIMES, Mar. 4, 2010, at A22. 
5. House Approves Bill, supra note 3. 
6. Jim Abrams, House Bill Limits Restraints at All Schools, HOUS. 
CHRONICLE, Mar. 5, 2010; See Preventing Harmful Restraint and 
Seclusion in Schools Act, S.2860, 111th Cong. (2010)  (On Dec. 9, 
2009, Christopher Dodd, a Democratic Senator from Connecti-
cut introduced S. 2860.  On the same day, the companion bill, 
H.R. 4247, was introduced in the House of Representatives by 
Rep. George Miller, a democrat from California). 
7. U.S. GOV‘T ACCOUNTABILITY OFFICE, SECLUSIONS AND RE-
STRAINTS: SELECTED CASES OF DEATH AND ABUSE AT PUBLIC 
AND PRIVATE SCHOOLS AND TREATMENT CENTERS 3 (2009). 
8. Seclusion and Restraints, Hearing Before the Committee on Education and 
Labor, House of Representatives, 110th Cong. (2009) (statement of 
Greg Kutz) [hereinafter Kutz].  
9. Id.   
10. H.R. 4247, 111th Cong. § 3 (2010).   
11. Id at § 5.   
12. Id.   
13. Kutz, supra note 8. 
14. Seclusion and Restraints, Hearing Before the Committee on Education and 
Labor, House of Representatives, 110th Cong. (2009) (statement of 
Dr. Reece Peterson). 
15. Joseph B. Ryan et al., Review of State Policies Concerning the Use of 
Physical Restraint Procedures in Schools, EDUC. & TREATMENT OF 
CHILDREN 3 (2009).   
16. Joseph B. Ryan & Reece L. Peterson, Physical Restraint in School, 
BEHAVIOR DISORDERS 2 (2004). 
17. Id. at 4.   
18. Id.   
PAGE 15 VOLUME IV, ISSUE 1 
WORKS CITED 
19. Sarah Marquez, Protecting Children with Disabilities: Amending the 
Individuals with Disabilities Act to Regulate the Use of Physical Restraints 
in Public Schools, 60 SYRACUSE L. REV. 617, 618 (2010). 
20. 42 U.S.C. §§ 290jj(d3).   
21. Marquez, supra note 19, at 620. 
22. Id. at 621.   
23. Id.   
24. 42 U.S.C. §§ 290jj(d1).   
25. NAT‘L DISABILITY RIGHTS NETWORK, RESTRAINT OR SECLU-
SION IN SCHOOLS 24-25 (2009). 
26. CCBD‟s Position Summary on the Use of Physical Restraint Procedures in 
School Settings, 34 BEHAVIOR DISORDERS, 2 (2009) [hereinafter 
CCBD].    
27. Id.   
28. Ryan et al., supra note 15, at 1.   
29. Id. at 2.   
30. Id.   
31. Id. 
32. 42 U.S.C. §§ 290jj(d4).   
33. NAT‘L DISABILITY RIGHTS NETWORK, supra note, at 15. 
34. Id.   
35. Id. at 19-20 
36. CCBD, supra note 26, at 5. 
37. Id.   
38. Ryan & Peterson, supra note 16, at 3.   
39. Id.   
40. Id. at 7-8.   
41. Id.    
42. Id. at 8.   
43. Id. at 8-9. 
44. Ryan & Peterson, supra note 16, at 9.   
45. Id.    
46. Id.   
 
Violence from a Legal Perspective: Child Abuse & Mandatory 
Reporting Laws  
1. Malkeet Gupta, Mandatory Reporting Laws and the Emergency Physi-
cian, 49 ANNALS OF EMERGENCY MED. 369, 369 (2007). 
2. Id. at 373. 
3. Id. at 369. 
4. Elizabeth D. Hutchinson, Mandatory Reporting Laws: Child Protective 
Case Finding Gone Awry?, 38 SOCIAL WORK 56, 56 (1993). 
5. Id. 
6. Id. 
7. Id. 
8. Gupta, supra note 1, at 371. 
9. Id. (Explaining that, while the standard of evidence used varies, 
most states require that physicians report cases of suspected 
abuse). 
10. Brad Donohue et al., A Standardized Method of Diplomatically and 
Effectively Reporting Child Abuse to State Authorities: A Controlled 
Evaluation, 26 BEHAVIOR MODIFICATION 684, 685 (2002).  
11. Emalee G. Flaherty, et al., Pediatrician Characteristics Associated With 
Child Abuse Identification and Reporting: Results From a National Survey 
of Pediatricians, 11 CHILD MALTREATMENT 361, 361 (2006). 
12. Id.   
13. Id. 
14. Emalee G. Flaherty,  Does the Wording of The Mandate to Report 
Suspected Child Abuse Serve As Another Barrier to Child Abuse Report-
ing?, 30 CHILD ABUSE & NEGLECT  341, 341 (2006). 
(Continued on page 16) 
 15. N.J.S.A. § 9:6-8.10 (2010). 
16. Emalee G, Flaherty and Robert Sege, Barriers to Physician Identifica-
tion and Reporting of Child Abuse, 24 PEDIATRIC ANNALS 349, 354 
(2005). 
17. Benjamin H Levi and Georgia Brown, Reasonable Suspicion: A 
Study of Pennsylvania Pediatricians Regarding Child Abuse, 116 PEDI-
ATRICS 5, 12 (2005). 
18. Flaherty supra note 14, at 341. 
19. Id. at 341-42. 
20. N.J.S.A. § 9:6-8.10 (2010). 
21. 6 NY SOC. SERV. LAW § 413 (2010). 
22. Id. (Numerous other professionals such as school officials, social 
workers, daycare center workers, psychologists, counselors, po-
lice officers, district attorneys and other law enforcement, are 
also listed as mandated reporters). 
23. Gupta, supra note 1, at 371. 
24. Flaherty, supra note 11, at 940. 
25. Id. at 354. 
26. Gupta, supra note 1, at 371. 
27. Hutchinson, supra note 4, at 56.  
28. Id. 
29. Id. 
30. Id. 
 
Zoning Laws: A Potential Local Government Tool for De-
creasing Childhood Obesity in Low-Income Areas  
1. Cynthia L. Ogden et al., High Body Mass Index for Age among US 
Children and Adolescents, 2003–2006, 299 JAMA 2401–05 (2008). 
2. Robert C. Whitaker et al., Predicting Obesity in Young Adulthood from 
Childhood and Parental Obesity, 337 N. ENG. J. MED. 869–873 
(1997). 
3. Allison A. Hedley et al., Prevalence of Overweight and Obesity Among 
US Children, Adolescents and Adults, 291  JAMA 2847-50 (2004); 
Hearing Before the House Committee on Government Reform 
Subcommittee on Human Rights and Wellness, 108th Cong. 
(2004) (statement of Eric M. Bost, Under Secretary, Food, Nutri-
tion and Consumer Services, United States Department of Agri-
culture). 
4. Anne M. Wolf et al., Current estimates of the economic cost of obesity in 
the United States, 2 OBESITY RESEARCH 97–106 (1998).  
5. Id. 
6. Glenn A. Gaesser, Exercise for Prevention and Treatment of Cardiovas-
cular Disease, Type 2 Diabetes, and Metabolic Syndrome, 1 CURRENT 
DIABETES REPORTS 7 (2007). 
7. Kelly D. Brownell, Fast Food and Obesity in Children, 113PEDI-
ATRICS 132 (2004). 
8. Id. 
9. Simone A. French et al., Environmental Influences on Eating and 
Physical Behavior, 22 ANN. REV. PUB. HEALTH 309 (2001). 
10. S. Bryn Austin et al., Clustering of Fast-Food Restaurants Around 
Schools: A Novel Application of Special Statistics to the Study of Food 
Environments, 95 AM. J. PUB. HEALTH 1575-81 (2005). 
11. Kimberly Morland et al., The Contextual Effect of the Local Food  
Environment on Residents‟ Diets: The Atherosclerosis Risk in Communi-
ties Study, 92 AM. J. PUB. HEALTH 1761-67 (2002) [hereinafter 
Environment]. 
12. Kimberly Morland et al., Neighborhood Characteristics Associated with 
the Location of Food Stores and Food Service Places, 22 AM. J. PREVEN-
TATIVE MED. 23 (2002). 
13. Jennifer L. Black & James Macinko, Neighborhoods and Obesity, 66 
NUTRITION REV. 66 (2008). 
HEALTH LAW OUTLOOK PAGE 16 
WORKS CITED 
14. JULIE SAMIA MAIR ET AL., THE USE OF ZONING TO RESTRICT 
FAST FOOD OUTLETS: A POTENTIAL STRATEGY TO COMBAT 
OBESITY (The Center for Law and the Public‘s Health at Johns 
Hopkins & Georgetown Universities 2005), available at http://
www.publichealthlaw.net/Zoning%20Fast%20Food%
20Outlets.pdf.  
15. Id. 
16. Id.  
17. Id.  
18. Id.  
19. CONCORD, MASS, ZONING BYLAWS, § 4.7.1, available at http://
www.drmhomes.com/zoning/Concordzoning.pdf [hereinafter 
CONCORD BYLAWS]. 
20. Graham M. Catlin, A More Palatable Solution? Comparing the Viabil-
ity of Smart Growth Statutes to Other Legislative Methods of Controlling 
the Obesity Epidemic, 5 WIS. L. REV. 1091, 1091-99 (2007) 
(discussing the problems with zoning restrictions). 
21. Thomas J. Lueck & Kim Severson, Trans Fats Are Chemically 
Modified Oils and Fats That Are Linked to Specific Types of “Bad” 
Cholesterol and a Higher Incidence of Heart Disease, N.Y. TIMES, Dec. 
6, 2006, at A1. 
22. See Catlin, supra note 20, at 1092. 
23. See CONCORD BYLAWS, supra note 19 (Stating the definition 
used by Concord, MA to ban fast food restaurants). 
24. Jason P. Block et al., Fast Food, Race/Ethnicity, and Income: A Geo-
graphic Analysis, 27AM. J. PREVENTIVE MED. 211-217 (2004). 
25. See Catlin, supra note 20, at 1096. 
26. Allyson C. Spacht, The Zoning Diet: Using Restrictive Zoning to Shrink 
American Waistlines, 85 NOTRE DAME L. REV. 391, 391-403 
(2009) (discussing constitutional challenges to zoning restric-
tions). 
27. Id. 
28. Id. 
29. Id. 
30. Jacobson v. Massachusetts, 197 U.S. 11, 12 (1905). 
31. Id. 
32. Village of Euclid v. Ambler Realty, 272 U.S. 365 (1926). 
33. Id. 
34. Id. 
35. See Environment, supra note 11. 
36. Bowman et al., Fast Food Consumption of U.S. Adults: Impact on 
Energy and Nutrient Intakes and Overweight Status, 23 J.AM. C. NU-
TRITION 163-168 (2004); French et al., Fast Food Restaurant Use 
Among Women in the Pound of Prevention Study: Dietary, Behavioral and 
Demographic Correlates, 24 INT‘L J. OBESITY 1353-1359 (2004);  
Jeffrey et al., Epidemic Obesity in the United States: Are Fast Foods and 
Television Viewing Contributing?, 88 AM. J. PUB. HEALTH 277-280 
(1998). 
37. See Jeffrey, supra note 36. 
VOLUME IV, ISSUE 1 PAGE 17 
Student Contributors 
Cynthia Furmanek graduated from the University of California, Davis in June 
2008 with a major in Neurobiology, Physiology, and Behavior.  At Arizona State 
University, she continued her interest in science and health in the Physical Activ-
ity, Nutrition, and Wellness department. She graduated with a Master‘s in Science 
in June 2010 after completing her thesis on the effects of different types of exer-
cise on postexercise hypotension. At Seton Hall, Cynthia plans to fuse her inter-
ests in exercise and health with her interest in law by pursing a Health Law con-
centration. 
Annie Collart is a first-year evening student at Seton Hall School of Law.  She 
graduated from Marquette University in 2004 with a B.A. in German and His-
tory.  She has volunteered for the past two years as a Court Appointed Special 
Advocate in Union County, NJ, advocating for children in foster care.  Her work 
has focused on foster children facing severe medical challenges. 
Melody Hsiou is a first-year student at Seton Hall Law School. In 2008, she 
graduated from the University of California, Los Angeles, with a B.S. in Physio-
logical Science and minor in Public Health. During her time at UCLA, she 
worked at the UCLA Medical Center as a research assistant and assistant grant 
editor. In 2010, she graduated from Columbia University‘s Mailman School of 
Public Health with an MPH in Sociomedical Sciences and Health Promotion. In 
2009, she worked as a Health Literacy Advocate at Columbia‘s University Medi-
cal Center‘s Center for Community Health Partnerships, where she created a 
health resource library.  She plans to pursue a Health Law concentration. 
Stephanie Kozic is a first-year law student at Seton Hall University School of 
Law.  She holds a B.M. in Music Theory and Composition from Westminster 
Choir College and an MSJ from Seton Hall University School of Law.  Stephanie 
is currently a Quality Systems Analyst at Johnson & Johnson. 
Brandon Lee Wolff is a first -ear student at Seton Hall University School of 
Law. He graduated as a National McCabe Scholar from Swarthmore College in 
2008 where he double majored in political science and sociology.  He is the foun-
der of the anti-violence organization SAVE R US (Students Against Violence 
Everywhere Are Us) which inspired his honors thesis in examining violence from 
a medical perspective.  Since graduating, he worked as a Quality Assurance Su-
pervisor for the United States Census Bureau. At Seton Hall, Brandon serves as a 
representative to the Student Bar Association and is a member of the Health Law 
Forum. 
 
 
Student Health Law Conference 
Newark, NJ—October 22, 2010 
The American Society of Law, Medicine & Ethics and Seton Hall Law co-sponsored the Fourth Annual Student Health 
Law Conference on October 22, 2010.  More than 200 participants from schools across the nation 
attended the conference, which exposed law students to the myriad career paths for attorneys in 
the health law field.  The conference began with a presentation by Peter Leibold, Executive Vice 
President & Chief Executive Officer for the American Health Lawyer‘s Association, who provided 
an overview of his career path and the ―hot‖ areas in the industry today.  His remarks provided the 
future attorneys in attendance with invaluable advice.   
 
 Following the opening presentation, students attended a series of panels, each focusing on 
a different health law field.  Panel topics ranged from Hospital & Health Care Management and 
Pharmaceutical & Medical Device Compliance to Government Enforcement and Health Informa-
tion & Technology.  Each panel was comprised of top attorneys in various health law fields who 
advised students on the countless possibilities of career paths.  Panelists represented diverse em-
ployers, including Community Health Law Project, New Jersey Office of the Attorney General, the 
University of Medicine and Dentistry of New Jersey, the Food and Drug Administration, Saint 
Peter‘s University Hospital, and Gibbons P.C.  
 
 In each panel, health law attorneys discussed their experiences and career journeys, in-
cluding the various positions they have held before finding their current place in the field.  Students 
were then engaged in question and answer sessions where the panelists offered a broad range of 
valuable insight.  
 
 For instance, the Pharmaceutical & Medical Device Compliance Role panel featured Mark Petrille, Sunitha Ramamurthy, 
and Dr. Mark Bui.  Mr. Petrille is the Director of Compliance for the Siemens Healthcare Sector in the United States, encompassing 
seven business units for which he is responsible for all activities relating to standards of conduct and ethical relationships.  Ms. 
Ramamurthy is the Senior Director of Compliance, Commercial Operations at Eisai, Inc., where she is responsible for implementa-
tion of Eisai‘s compliance program to ensure adherence to laws and regulations.  Lastly, Dr. Bui is the Associate Director for Global 
Regulatory Strategy in the oncology group at Bayer HealthCare Pharmaceuticals, where he works with pharmaceuticals and biologics 
in therapeutic areas.  Together, the esteemed practitioners discussed the roles they play in the health law field and what their roles 
encompass.  Also, they stressed the importance of a motivation to learn and an open-minded approach in considering the different 
fields of law.  
 
Overall, the various panel discussions provided guidance for students and 
encouragement in the face of today‘s economy.  The conference provided 
an excellent opportunity for participants to become exposed to the numer-
ous fields of health law and to meet practicing health law attorneys.  ☼ 
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Blood Drive 
Newark, NJ—September 15, 2010 
This fall, the Health Law Forum hosted a blood drive, sponsored by 
the American Red Cross.  A huge success, the blood drive had forty-three 
donors, saving up to 130 lives. The Forum hosted a competition between 
the first-year sections‘ students to see which would have the most donors.  
Section A came in first place and won a Dunkin Donuts breakfast, fol-
lowed by Section D, then Section B, and lastly Section C.  Fifteen stu-
dents volunteered, including for table sitting prior to and registration on 
the day of the event.  Please join us again when the Red Cross returns 
next semester for the spring blood drive. ☼ 
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